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The challenge of achieving an aesthetically pleasing and lasting breast shape after breast reduction is obvious to all plastic surgeons. The goals of reduction are to reduce the size and at the same time enhance cleavage, upper pole fullness, nipple areola projection and decrease lateral fullness. The most common procedure for breast reduction is an inverted-T inferior pedicle [1] [2] [3] . The shortcoming of the inferiorly based reduction has been less than optimal in regards to breast projection and bottoming out [4] . There have been many different techniques to accomplish these goals mainly by changing the pedicle from inferior to superior or medial and autoaugmentation. Superior and medial pedicles have grown in favor with many surgeons to prevent bottoming out and provide more upper pole fullness [5] . Vertical mammoplasty with a superior pedicle blood supply is superiorly based with removal of parenchyma from the inferior pole of the breast to prevent bottoming out [6] [7] [8] [9] . The limitation for this technique is breast reductions of 500 g or less [6] .
Dr. Hammond published his technique of using a lower island flap transposition technique for control of the upper pole in a circumvertical mastopexy. In an effort to optimize upper pole fullness, this technique combines the advantages of a circumvertical skin pattern with a lower island flap of skin and parenchyma which is transposed into the upper pole of the breast [10] .
The other option is fat grafting at the time of the breast reduction and/or mastopexy. This utilizes the direct breast augmentation of the upper pole without implant use. The disadvantage of this procedure is loss of fat with weight loss [11] . The advantages of the autologous tissue for augmentation of the upper pole compared to the use of implants are numerous, including implant-related complications, dissociation of the breast tissue and implant and need for implant exchange down the road. This paper presents an option that addresses the issues of breast reduction and/or mastopexy. The issue of upper pole fullness is addressed using micro-textured implants to add volume; and the issue of bottoming out is addressed by placing implants fully under the muscle to prevent stretching the lower pole. The results show patients with great projection, upper fullness and aesthetically pleasing results. The most impressive part of the paper is the results that show breast shapes that are hard to achieve with lift and/or reduction alone.
Some questions still remain on the long-term effects of complete submuscular implants, including their complication rates, need for revisions and effects on tissue if removed in the future. appears to be less or at a slower rate due to the decreased weight of the breast parenchyma. As mentioned in this paper, there are no reported cases of pseudoptosis, but the follow-up is short (average 2 years). There are implantrelated complications, such as possible capsular contracture, ALCL and possible nipple necrosis. There were 3 out of 366 patients who developed grade III or IV capsular contracture, which would not be an issue with autoaugmentation or fat grafting. Although this is a very low rate, it is still a unique risk associated with implant use. Recent research has suggested a reproducible association between textured implants and the development of breast implantassociated anaplastic large cell lymphoma (BIA-ALCL), a potentially fatal T cell lymphoma [12] . The literature does not differentiate micro-textured versus macrotextured implants; however, the use of the smooth implants may eliminate this risk. There were two cases of nipple necrosis, which was placed in the tissue-related complication category. It is uncertain from the paper what role an underlying implant may play on affecting the nipple-areolar complex blood supply. Overall, this paper describes alternatives to present to patients who have both large and ptotic breasts. The results are aesthetically pleasing especially with larger breasts with follow-up of 6 month to 4 years as shown in the figures provided. I commend the authors for sharing their methods and patient results.
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